on the structure affected: the neurogenic form, the venous form and the arterial form. Occasionally it is possible to manifest more than one type in the same clinical context 2 . Symptoms of the neurogenic form include weakness, numbness, paresthesia, and upper limb pain. The venous form usually presents with edema and severe pain. The arterial form, on its turn, occurs with non-radicular pain, limb coldness and pallor 3 .
Typically, one can distinguish three different forms of TOS, whose diagnosis depends primarily Rev Col Bras Cir 46 (5) :e20192243
RESULTS AND DISCUSSION

Etiology and pathophysiology
TOS occurs due to an anatomical or muscle variation that compresses the subclavianaxillary vessels and/or the brachial plexus in the region of thoracic outlet 3 . Compression occurs mainly in three areas: in intercostal-scalene triangle, the costoclavicular space and the retrocoraco-pectoral space. The vascular and neural regions pass through these spaces and, due to their small size, any bone or muscle deformity may exert compression and cause neurogenic and/or vascular clinical symptoms 6 .
The compression of the neurovascular bundle as it crosses the thoracic outlet can result from a combination of anomalies development, injuries and physical activities, which predispose to local compression 5 The typical age range of development is between 20 and 30 years for vascular forms and between 20 and 40 years for the neurogenic form 2 . The prevalence of the neurogenic form is higher in women, at a ratio of 3.5:1. The venous form, in turn, seems to be more common in men. The arterial form has no gender prevalence.
Clinical evaluation
The symptomatology of the patient with TOS depends primarily on the pathophysiological mechanism involved in the syndrome 3 On physical examination, it is common to find pain on palpation above the brachial plexus, trapezius and scalene muscles, and anterior chest wall, but it is not pathognomonic of the syndrome.
Symptoms are usually worse with activities that involve overloading, such as picking up an object on a high shelf, or involving pronounced limb extension 2 . In a systematic review, occipital headache was present in 76% of patients 3 .
Some triggering maneuvers for TOS has been described in the literature 5 There is still no consensus on the use and diagnostic accuracy of clinical maneuvers as the gold standard in the diagnosis of TOS 6 . This is justified by the low positive predictive value of the maneuvers.
Nevertheless, an approach that combines the patient's clinical history with careful assessment of maneuvers is still recommended. 
Differential diagnosis
The clinical presentation of TOS is quite diverse, ranging from mild discomfort to severe 
